In lesions diagnosed as sm2 or sm3 prior to resection, intestinal resection involving lymph node dissection by laparoscopic surgery should be directly performed without endoscopic resection.
INTRODUCTION
Advances in endoscopes and endoscopic operation techniques have increased the incidence of detection of early colorectal carcinoma. This carcinoma invades the submucosal layer or a more superficial one, and is indicated for endoscopic resection [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] . In particular, since endoscopic mucosal resection (EMR) was developed, superficial-type carcinoma lesions have been easily and completely resected. Currently, endoscopic resection is most commonly performed in patients with early colorectal carcinoma [16] [17] [18] [19] [20] .
On the other hand, laparoscopic surgery has generally been performed as minimally invasive surgery for colorectal carcinoma [21] [22] [23] [24] . Currently, it is recommended that laparoscopic surgery should not be indicated for Dukes B or C lesions with serosal invasion, since port site recurrence may occur. However, it is indicated that laparoscopic surgery without the risk of port site recurrence should be indicated for Dukes A lesions, which invade the proper muscle layer or a more superficial site [25, 26] . This procedure, differing from the standard endoscopic resection procedure, is characterized by a capacity for curative resection in lesions with lymph node metastasis, since this procedure facilitates lymph node dissection.
Therefore, endoscopic treatment is not indicated [27] . However, IIb type was not found in the present patients.
Five histological parameters were evaluated as follows.
(1) Level of invasion: When colectomy was initially performed, the submucosal layer was equally divided vertically into three sections according to the classification described by Kudo et al. [28] , and the superficial layer was regarded as sml, followed by the middle sm2 and the deeper sm3. In lesions for which EMR was performed, the resected submucosal layer was equally divided vertically into two sections according to the classification of Tsuruta et al. [29] . Carcinoma infiltration within one-half of the depth was regarded as sml, and that beyond one-half as sm2, and positive for vertical submucosal stump as sm3 (Fig. 2) . This classification seems to be possible methodology for appropriateness of determination of the invasive depth in comparing EMR specimen with colectomy specimen. (2) Histologic grade: Histologic grade was determined by the least differentiated area of the infiltration site according to the criteria ofthe World Health Organization [30] , and classified as grade I, II, or III. 2 Classification of the level of invasion of submucosal invasive carcinoma. The submucosal layer was equally divided vertically into three section, the superficial layer was regarded as sml, followed by the middle sm2 and the deeper sm3 in the case of surgical specimen. In lesions for which EMR was performed, the resected submucosal layer was equally divided vertically into two sections, carcinoma infiltration within one-half as sm2, and positive for vertical submucosal stump as sm3. The lesion was resected by EMR (Fig. 1) . Preoperative findings by chromoendoscopy and barium enema study were shown in Fig. 3(a) and (b) .
ENDOSCOPIC RESECTION OF COLORECTAL CANCER
EMR specimen showed sm2, Grade II, negative lymphatic invasion, negative venous invasion and negative budding (Fig. 3(c) ). Lymph node metastasis was found ( Fig. 3(d) ).
DISCUSSION
Protruding lesions can be endoscopically resected by flexible endoscopic polypectomy, which was initially reported by Wolff and Shinya [32] . However, it was difficult to completely resect superficialtype lesions by this procedure. EMR [16] [17] [18] [19] [4, 6, 9, 13] . However, Nivatvongs et al. [9] described that the incidence of lymph node metastasis in sessile submucosally invasive carcinoma lesions was lower than that in pedunculated submucosally invasive carcinoma lesions (10%, 27%), which is different issue from previous report, although both However, among these histological factors, only the level of invasion can be clinically diagnosed prior to resection ofthe lesion. It is impossible to directly and clinically diagnose other histological parameters. In this study, to examine whether other histological factors can be estimated based on the level of invasion, we investigated the relationship between the level of invasion and other four histological parameters. The level of invasion was correlated with the presence or absence of lymphatic invasion and the presence or absence of budding (p < 0.05, p < 0.005). The level of invasion slightly influenced the histologic grade (p 0.086). This suggests that the histologic grade, lymphatic invasion, and budding can be predicted to some degree based on the level of invasion. Therefore, when the level of invasion is accurately diagnosed prior to resection, lesions in which endoscopic treatment alone results in cure of malignancy may be specified at a high probability.
Concerning the level of invasion of early colorectal carcinoma, along with the widespread use of barium enema examination, videoendoscopy, chromoendoscopy, endoscopic ultrasonography, and magnifying endoscopy, reasonably accurate results of diagnosis have been reported [34] [35] [36] [37] [38] . Therefore, these procedures should be aggressively employed to diagnose the level of invasion, then therapeutic strategies must be selected. When clinical diagnosis is sml, EMR comes first and laparoscopic surgery with lymph node dissection comes second following careful histological examinations on EMR specimen.
In conclusion, in treating submucosally invasive carcinomas, endoscopic resection should be initially performed when lesions are evaluated as sm prior to resection. When histological investigation suggests sm carcinoma without any unfavorable histological factors, endoscopic treatment alone may be sufficient.
